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Abstract
Objective To compare the quality of life valuation of a
hypothetical depression health state between a general
population versus a depressive patient population, and
within a patient population.
Method In a self-administered Internet questionnaire,
both patient and general population groups ﬁlled in the
Euroqol 5D (EQ-5D) questionnaire for a hypothetical
depression health state describing mild (N = 740), mod-
erate (N = 691), or severe (N = 670) depression and val-
ued it using a rating scale (RS). The ‘patient’ group
consisted of people reporting depressive complaints on the
Internet questionnaire, subdivided into three depression
severity groups (mild, moderate, severe) based on the Beck
Depression Inventory Second Edition (BDI-II) and two
groups according to self-perceived duration (B3 months,
C4 months) of depressive complaints (SPDD).
Results Signiﬁcant differences were found between the
patient and general population and within the patient
population on RS outcomes and on the Euroqol domains
usual activities, pain/discomfort, and anxiety/depression.
The direction of the differences shows that subgroups with
higher severity or longer duration of depressive complaints
value depression health states worse compared with sub-
groups with less severe complaints, a shorter duration, or
no depressive complaints. Moreover, the discrepancy in
valuation of a health state between different subgroups
changes according to the severity of the health state
described.
Conclusion There are discrepancies in the valuation of a
hypothetical depression health state between a patient and
general population, whereby depression leads to a worse
valuation. But also within the patient population, the val-
uation differs according to depression severity and dura-
tion. Identiﬁcation with the hypothetical health state
description might explain the varying differences found
between subgroups for the different hypothetical health
state descriptions.
Keywords Depression  Rating scale  Health-related
quality-of-life  EQ-5D  Patient preferences 
Population preferences
Abbreviations
BDI-II Beck depression inventory second edition
EQ-5D Euroqol 5D
RS Rating scale
SPDD Self-perceived duration of depressive complaints
VAS Visual analogue scale
Background
Many studies have shown that depression has an important
inﬂuence on a patient’s health-related quality of life [1–6].
Health-related quality of life is often a main outcome
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ventions (i.e., cost-utility analysis). However, there is no
agreement on who should value the health state’s quality of
life: the general population, the patient, or some other rater
group (e.g., health professionals) [7].
We are aware of only one study on depression com-
paring a patient population with general population’s val-
uation of a hypothetical health state [8]. This study found
that patients reported lower preferences—indicating that
patients perceived depression worse than the general pop-
ulation—and there was a trend for a decreasing preference
as the depression severity of the patient increased [8]. This
seems in contradiction to previous research on other dis-
orders: many studies showed a general tendency that gen-
eral population scored higher preferences for a health state
than patients [7], and others concluded that overall there
are no signiﬁcant differences [9]. In this study, we compare
the view of a depressive patient versus general population
group on a hypothetical depression health state.
Method
Recruitment of participants
Data were collected in a screening to recruit participants
for a trial study on depression treatment [10–12]. A random
selection of inhabitants in the Southern part of the Neth-
erlands (age 18–65) was sent an invitation letter with
unique login codes to complete a screening questionnaire
via the Internet.
Creation of the health state descriptions
For this study, three hypothetical depression states were
created: (1) mild, (2) moderate, and (3) severe depressive
complaints. The hypothetical states were described by
means of the DSM-IV criteria [13] and created based on
data of the ﬁrst 8,916 screening respondents: It was
assessed whom of them had depressive complaints (i.e., a
cutoff score of 4 on the Beck Depression Inventory for
Primary Care [14] and having complaints for at least
3 months), and their data regarding the nine depression
complaints according to the DSM-IV criteria and severity
of depression (complaints and severity assessed by the
Diagnostic Inventory for Depression [15, 16]) were used to
compile the three different hypothetical depression states.
The hypothetical mild depression state was composed of
the four most prevalent complaints of screening respon-
dents with mild complaints (n = 140). The hypothetical
moderate depression state was composed of the six most
prevalent complaints of screening respondents with mod-
erate complaints (n = 260). The hypothetical severe
depression state was composed by all DSM-IV depression
complaints [13].
Valuation procedure
Respondents were only presented one of the health states of
Table 1. After a description and explanation of the ques-
tionnaire, the respondent was asked to ﬁll in the EuroQol
5D (EQ-5D) for that hypothetical health state. The EQ-5D
consists of ﬁve health state dimensions (mobility, self-care,
usual activity, pain/discomfort, and anxiety/depression) on
which the respondent has to indicate the health state
choosing from three levels (no problem, some problems,
and major problems) [17, 18]. A last question of the
EuroQol is a visual analogue scale (VAS) thermometer
ranging from 0 (worst) to 100 (most optimal) on which
respondents have to indicate how good or bad the health
state is. Due to limitations of the computer system, an
adjusted version of the VAS was used, being a rating scale
(RS) question to give a rating from 0 to 100.
Table 1 Hypothetical health state descriptions
Health state description of severe depression
A person is having/suffering from severe depressive complaints.
Almost daily he is having a depressed mood and almost no
interest or pleasure in (almost) all activities. Besides, he is having
the following complaints:
Problems with appetite or changes in weight
Problems with sleeping
Restlessness or being inhibited
Fatigue, loss of energy
Feelings of worthlessness or excessive guilt
Diminished ability to think or concentrate, indecisiveness
Recurrent thoughts of death or suicide
Health state description of moderate depression
A person is having/suffering from moderate depressive complaints.
Almost daily he is having a depressed mood. Besides, he is
having the following complaints:
Problems with sleeping
Restlessness or being inhibited
Fatigue, loss of energy
Feelings of worthlessness or excessive guilt
Diminished ability to think or concentrate, indecisiveness
Health state description of mild depression
A person is having/suffering from severe depressive complaints.
Almost daily he is having a depressed mood. Besides, he is
having the following complaints:
Restlessness or being inhibited
Fatigue, loss of energy
Diminished ability to think or concentrate, indecisiveness
274 Qual Life Res (2011) 20:273–279
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123Deﬁning general population and patient subgroups
General population and patient subgroups were created
according to two different perspectives: A division was
made on depression severity measured by a standardized
questionnaire and on the participant’s self-perceived
duration of complaints.
Depression severity was measured with the Beck
Depression Inventory Second Edition (BDI-II) [19–21].
For patients diagnosed with depression, a BDI-II score of
0–13 is categorized ‘minimal’, 14-19 ‘mild’, 20-28
‘moderate severe’, and 29-63 ‘severe’ depression [21].
Based on these cutoff scores, we divided four groups: (0)
no complaints (i.e., the general population) and (1) mild,
(2) moderate, and (3) severe complaints.
The self-perceived duration of depressive complaints
(SPDD) was measured by the question: Are you suffering
from sadness or depression? According to the answers on
this question, three subgroups were divided: (0) no com-
plaints (i.e., the general population), (1) depressive com-
plaints up to about 3 months, and (2) depressive
complaints for longer than 3 months.
Analysis
Analyses are preformed on the BDI-II-based subgroups
and on the SPDD-based subgroups. First, the socio-
demographic characteristics of the subgroups were evalu-
ated (mean and standard deviation, or percentage scores).
Secondly, differences between subgroups on the Euroqol
dimensions are assessed by the Chi-square test. Thirdly,
the RS scores of the subgroups are evaluated (mean score
and standard deviation) and differences between subgroups
are tested by the Mann–Whitney test (P\0.05).
Results
Study participants
In total, 2,101 respondents completed the questionnaire, of
which 670 of were presented the severe health state, 691
the moderate, and 740 the mild health state. Tables 2 and 3
present the baseline characteristics of these participants per
subgroup. The results indicate that subgroups without
depressive complaints have relatively more male, employed,
higher educated respondents with partner as opposed to the
subgroups with depressive complaints.
Differences in Euroqol domain scores
The P-values of the Chi-square tests show signiﬁcant
differences between the subgroups’ scores on the EQ-5D
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123domains for all three hypothetical depression health states.
The higher the BDI-II score or the longer the duration of
complaints according to the SPDD of the subgroups’
respondents, the more problems are reported on the
domains ‘usual activities’, ‘pain/discomfort’, and ‘anxiety/
depression’. For the domain ‘self-care’, there were only
signiﬁcant differences between the SPDD-subgroups,
whereby subgroups with a longer duration of complaints
report less problems on this domain compared to subgroups
without depressive complaints or a shorter duration of
complaints. The subgroups do not show signiﬁcant differ-
ences on the domain ‘mobility’.
Differences in RS
Tables 4 and 5 present the mean RS outcomes for each
hypothetical health state. Results indicate that a more
severe health state is given relatively lower RS scores
compared with a less severe hypothetical depression state.
The RS outcome for the severe health state description
does not differ signiﬁcantly between the subgroups.
Although Table 4 shows a trend toward signiﬁcance when
comparing the severely depressed subgroup with the sub-
group with mild complaints (P = 0.051) or the subgroup
without complaints (P = 0.053). Within the BDI-II-based
subgroups, the following signiﬁcant differences were
found: For the moderate health state description, the out-
comes of the severely depressed subgroup (BDI-II 29-63)
differ signiﬁcantly from all other subgroups (all P\0.05).
For the mild health state description, the RS outcomes from
the severely depressed subgroup (BDI-II 29-63) and the
moderately depressed subgroup (BDI-II 20-28) differ sig-
niﬁcantly from the subgroup without complaints and from
the subgroup with mild complaints (BDI 14-19).
Within the SPDD-based subgroups, the following sig-
niﬁcant differences were found: For the moderate health
state description, the RS scores of the subgroup with
complaints C4 months differ signiﬁcantly from the sub-
group with complaints B3 months (P = 0.002) and from
the subgroup without complaints (P = 0.003). For the mild
health state description, the RS outcomes of the subgroup
C4 months as well differ signiﬁcantly from the subgroup
with complaints B3 months (P = 0.008) and from the
subgroup without complaints (P = 0.000).
Discussion
People with a higher severity or longer duration of
depressive complaints value depression health states worse
compared with people with less severe complaints, a shorter
duration, or no depressive complaints. Moreover, the dis-
crepancy in valuation of a health state between different
subgroups changes according to the severity of the health
state described, which might be explained by identiﬁcation
with the health state described: There seems to be a relation
between the severity of the respondents’ own depression
complaints and the severity of the hypothetical health state
description to be valued. The point from which on groups
differ in the valuation of the description changes with the
severity of complaints described. For the mild health state
description, a signiﬁcant difference from the general pop-
ulation RS score is found for respondents with at least
moderate complaints; for the moderate health state
description, this difference is found for respondents with at
least severe complaints; and for the severe health state
description, this difference is not found for any subgroups.
This might indicate that those with at least moderate com-
plaints recognize themselves in the description of mild
depression, and those with severe complaints recognize
themselves in the description of moderate depression, while
the description of severe depression might be too severe for
identiﬁcation in all subgroups.
The fact that differences were also found between the
SPDD-based patient subgroups might be related to the
aspects of adaptation, response shift, or shift in internal
standards. These aspects are often given as explanations for
differences in valuations between a patient and general
population [22]: Patients who experience complaints for a
longer period of time might have more adaptation or
shifted further opposed to those who only recently started
to experience the health complaints.
A limitation of this study is that we did not assess
the contribution of severity and duration simultaneously.
Table 5 Comparing the SPDD-based subgroups’ ratings of the hypothetical health states
Hypothetical
depression states
RS M (SD) Mann–Whitney P
No complaints (0) Complaints B3 months (1) Complaints C4 months (2) 0 vs. 1 1 vs. 2 0 vs. 2
Severe 48.74 (32.02) 44.29 (28.17) 44.30 (25.21) 0.153 0.962 0.150
Moderate 55.75 (24.94) 56.80 (20.70) 49.26 (20.34) 0.714 0.002* 0.003*
Mild 60.89 (21.74) 57.17 (21.61) 51.72 (19.37) 0.130 0.008* 0.000*
M mean, SD standard deviation, SPDD self-perceived duration of depressive complaints, RS rating scale
* P\0.05
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123We found large Spearman correlations between the SPDD
and BDI-II variables subdivided into the subgroup cate-
gories presented in this study (r = 0.684, 0.600, and 0.641
for, respectively, the severe, moderate, and mild health
state description). However, since each severity category
can be combined with each duration category, integrating
the severity and duration categories would imply a larger
number of subgroups and lead to some very small
subgroups.
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